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Abstract
Introduction
Although the clinical consequences of homelessness are well de-
scribed, less is known about the role for health care systems in im-
proving clinical and social outcomes for the homeless. We de-
scribed  the  national  implementation  of  a  “homeless  medical
home” initiative in the Veterans Health Administration (VHA) and
correlated patient health outcomes with characteristics of high-per-
forming sites.
Methods
We conducted an observational study of 33 VHA facilities with
homeless  medical  homes  and patient-  aligned care  teams that
served more than 14,000 patients.   We correlated site-specific
health care performance data for the 3,543 homeless veterans en-
rolled in the program from October 2013 through March 2014, in-
cluding those receiving ambulatory or acute health care services
during the 6 months prior to enrollment in our study and 6 months
post-enrollment with corresponding survey data on the Homeless
Patient Aligned Care Team (H-PACT) program implementation.
We defined high performance as high rates of ambulatory care and
reduced use of acute care services.
Results
More than 96% of VHA patients enrolled in these programs were
concurrently receiving VHA homeless services. Of the 33 sites
studied, 82% provided hygiene care (on-site showers, hygiene kits,
and laundry), 76% provided transportation, and 55% had an on-
site clothes pantry; 42% had a food pantry and provided on-site
meals or other food assistance. Six-month patterns of acute-care
use pre-enrollment and post-enrollment for 3,543 consecutively
enrolled patients showed a 19.0% reduction in emergency depart-
ment use and a 34.7% reduction in hospitalizations. Three fea-
tures  were  significantly  associated  with  high performance:  1)
higher staffing ratios than other sites, 1) integration of social sup-
ports and social services into clinical care, and 3) outreach to and
integration with community agencies.
Conclusion
Integrating social determinants of health into clinical care can be
effective for high-risk homeless veterans.
Introduction
In  1988,  the  Institute  of  Medicine  described homeless-related
health problems as 3-pronged: health problems caused by home-
lessness, health problems that cause homelessness, and health con-
ditions that are difficult to treat because of homelessness (1). Re-
search has documented the significant disease burden among the
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homeless population (2,3); one community-based survey found
that 66% of the homeless had a chronic medical problem, and 33%
had 2 or more mental health problems (4). Homeless people have
a 3.5 times higher age-adjusted mortality than their  domiciled
counterparts (5); the average age of death among homeless people
is the mid-50s (6,7).
Homeless  people  also  use  high  levels  of  health  care,  often  in
costly acute-care settings. One survey of homeless adults found
that more than 40% used an emergency department (ED) at least
once in the previous year (8); another study showed that although
only 7.9% of patients using EDs were homeless, those homeless
persons accounted for 54.5% of all ED visits (9). In this same sur-
vey of the homeless, 1 in 4 had been hospitalized in the previous
year (1996) (10).   The average length of an inpatient hospitaliza-
tion for a homeless person was 36% longer than a nonhomeless
person’s hospitalization for the same problem (11). Not surpris-
ingly,  the  more  unstable  the  sheltering  arrangement  (eg,  un-
sheltered street  homeless,  emergency sheltered homeless),  the
more likely a homeless person was to use an ED for health care
(12).
Developing a population-based approach and increasing health
care systems’ capacity to address  the health care needs of  the
homeless have challenges. Homeless people face multiple barriers
to health care, including transportation, limited availability and
fragmentation of health care services, difficulty scheduling and
keeping appointments, perceived or actual stigma of homeless-
ness,  lack of  trust,  social  isolation,  and competing sustenance
needs (13–15). Homeless people frequently have multiple acute
health care needs, creating a triaging dilemma that can preclude
addressing root-cause needs related to their homeless state (eg, ex-
posure to violence, trauma, or the elements; untreated or under-
treated physical or mental health conditions). Aligning and co-
ordinating the resources needed to care for homeless people is dif-
ficult in traditional health care settings.
For homeless people and for other socially disadvantaged popula-
tions,  effective health care often lies outside the confines of a
strictly medical approach (1) and includes broader social determin-
ants  of  health,  such  as  housing,  income,  and  family  supports.
Where and how health care delivery fits into this broad approach
is unclear although a more expansive “medical home” construct
provides a useful framework for considering health care delivery
to homeless people and other vulnerable populations. The medical
home is a proactive, primary care-based, interdisciplinary team
model constructed on the principles of  patient  centeredness,  a
team-based, whole-person orientation to longitudinal care, and act-
ive communication and coordination among providers. This mod-
el is considered effective for patients with complex health care
needs.  This  article  describes  the  development  of  the  Veterans
Health Administration’s (VHA’s) national medical home model
for homeless veterans, core principles and elements of the model,
and key features of high-performing sites. We describe the devel-
opment and implementation of the model over 4 years and present
a pre-enrollment–post-enrollment analysis of health care use by
homeless veterans participating in this model program.
Methods
Clinical model
The homeless medical home initiative —known at VHA as the
Homeless Patient Aligned Care Team (H-PACT) program — was
launched in 2011 as part of the Ending Homelessness Among Vet-
erans initiative (16). The intent was to integrate and coordinate
health and social services care for homeless veterans with a focus
on the highest-risk, highest-need veterans unable or unwilling to
access traditional health care. The program’s goals are to engage
the patient in health care, stabilize them clinically, provide them
with  needed  social  services  and  programs,  and  expedite  their
placement in housing (Figure). The model draws heavily from les-
sons learned from the Health Care for the Homeless program fun-
ded by the US Department of Health and Human Services (17),
the theoretic framework of the Behavioral Model for Vulnerable
Populations (18), and homeless adaptations of both the chronic
care model (19) and the ambulatory intensive care model (20). As
homeless veterans stabilize clinically and socially, as evidenced by
their moving into permanent housing and demonstrating appropri-
ate self-care and health-seeking behaviors, they are transitioned to
traditional care settings to continue their care.
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Figure. Homeless-patient aligned care team model for treatment engagement.
Abbreviations: PACT, patient aligned care team, SMI, serious mental illness;
HIV, human immunodeficiency virus.
 
Five core elements of the H-PACT model distinguish it from tradi-
tional primary care: 1) enhanced, low-threshold access to care with
open-access, walk-in capacity, flexible scheduling (ie, patients do
not need an appointment to be seen by their care team; H-PACTs
have walk-in hours, and when a veteran has a scheduled appoint-
ment, it is usually for a time with latitude to accommodate late ar-
rivals because of transportation or other issues), and clinical out-
reach to homeless people on streets, in shelters, and in community
locations (eg, soup kitchens, community resource centers); 2) in-
tegrated services (ie, mental health services and primary care ser-
vices are located close to each other, and providers from both ser-
vices  are  involved  in  patients’  health  care  plan).  In  addition,
sustenance needs (eg, food or food vouchers, hygiene kits, clothes,
bus passes, other transportation assistance) are available at the
same location; 3) intensive health care management that is integ-
rated with community agencies with an emphasis on ongoing, con-
tinuous care; 4) ongoing staff training and development of home-
less care skills; and 5) data-driven, accountable care processes.
Implementation fidelity among sites is addressed in 2 ways. First,
during start-up, teams are provided an itemized checklist specific
to the H-PACT model (Table 1). Second, H-PACTs are asked to
complete an annual survey querying how core elements are being
carried out in their day-to-day practice. Surveys assess 1) access to
care strategies, 2) team capacity and availability, 3) integration of
homeless monitoring (a process for tracking veterans’ housing
status and factors affecting it and incorporating information on
status into clinical notes available to the entire health care team)
and health care interventions into planning, 4) integration of so-
cial services and supports (ie, food assistance, clothing, hygiene,
transportation)  into  on-site  care,  5)  and  teams’  work  in  com-
munity outreach.
Monthly site-specific reports are provided to each team and con-
sist of the following monitored performance measures across key
indicators: 1) panel growth (a measurement of a site’s ability to
engage and retain homeless veterans in the care model); 2) patient
complexity (measured by the Diagnostic Cost Group (DCG)-In-
dex panel complexity score, a global composite score on a scale of
0-to-5 defined by key diagnoses (eg, diabetes, hypertension, con-
gestive heart failure, depression, anxiety, post-traumatic stress dis-
order, addiction) and service use patterns (the higher the score, the
more complex the veteran’s health problems) (21) to ensure that
high-risk, highest-need veterans are being enrolled); 3) average
number of visits per patient in each ambulatory care service or
program (a measurement of treatment engagement in primary care
and leveraging of H-PACT care to access specialist care); and 4)
net reductions in ED use and hospital admissions (a comparison of
a homeless person’s ED use in the 6 months before enrollment
with that person’s use 6 months post-enrollment).
Data collection and analysis
We collected demographic data  on all  homeless  veterans who
were enrolled in H-PACT as of August 1, 2014. This cut-off date
was selected to correlate with the annual survey data submitted by
each clinic. Health services use was identified through adminis-
trative records capturing clinical encounter data for each care visit
for VA-specific types of health care use (primary care provider or
other  health  care  team members,  specialty  care  visits,  mental
health, homeless programming [eg, case manager visits, place-
ments in VHA-supported housing programs], acute care hospital-
izations, and ED visits) and averaged over 12 months for people
continuously enrolled during that time. Because of the high num-
bers of administrative records on clinical encounters associated
with mental health visits and homeless program participation, we
examined only the proportion of patients receiving those services
post-enrollment. Also, non-VHA–based care was not considered
in this analysis.
Analyses of pre-enrollment and post-enrollment use of health ser-
vices were limited to VA-based inpatient hospitalizations and ED
visits during the 6 months before enrollment in the H-PACT and
the 6 months after enrollment. To provide historic context to our
findings, we chose this period to be consistent with previous stud-
ies of homeless health services that used this timeframe. We in-
cluded all  veterans who enrolled in an H-PACT from October
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2013 through March 2014, capturing data on their 6 month pre-en-
rollment use beginning in May 2013 (for October 2013 enrollees)
and their 6 month post-enrollment use ending in August 2014 (for
March 2014 enrollees). We stratified care teams into high per-
forming, moderate performing, and low performing on the basis of
the net change in their 6 month pre-enrollment–post-enrollment
acute care use by patients enrolled in each site’s H-PACT pro-
gram. High-performing H-PACTs were those demonstrating signi-
ficant reductions in use of acute care services (>30% reduction in
ED use or >20% reduction in hospitalizations). Moderate perform-
ing H-PACTs had a 0% to 30% reduction in ED use or a 0% to
20% reduction in hospitalizations. Low-performing H-PACTs had
an increase in ED use or hospitalizations in the 6-months post-en-
rollment. These criteria were selected as a surrogate measure for
the ability of the H-PACT to successfully transition care from
acute care settings to ambulatory care settings, presumably driven
by reducing the need for acute care, having the capacity to provide
on-demand outpatient care, improvements in the patient’s physic-
al environment, or the result of case management. The stratifica-
tion was limited to well-established H-PACT teams at the 33 sites
studied, which had been in operation for at least 18 months and
had at least 100 patients enrolled to minimize potential biases as-
sociated with start-up or extremely small enrollments.
We used results from the 2014 clinic surveys to define character-
istics and care elements  of stratified sites: 1) access to care char-
acteristics, 2) staffing and team member availability, 3) care man-
agement and treatment engagement approaches, 4) integration of
homeless-specific interventions and monitors into clinical care, 5)
incorporation of social support into care delivery, and 6) com-
munity integration elements.
Statistical analyses
We conducted a 2-sample proportions analysis of low-performing
and high-performing H-PACTs, comparing the proportion of strat-
ified  clinics  with  each care  element  described previously.  In-
cluded in this analysis were subelements specific to a particular
service or offering. We reported z test statistical values for all im-
plementation variables and considered P ≤ .05 significant.  We
used STATA 8.0 (STATA Corp) for our analyses.
The H-PACT program was launched in 2011 with 32 sites and ex-
panded to 58 medical facilities and approximately 18,000 patients
by 2015. The demographic and ambulatory care use data used in
this analysis were for the August 2014 enrollment of 14,088 pa-
tients  with  corresponding characteristics  of  33 established H-
PACTs. The pre-enrollment and post-enrollment acute care use
data were the aggregated clinical data of 3,543 veterans enrolled in
an H-PACT program from October 2013 through March, 2014.
Results
The average age of participants was 53.4 years; 8.8% served in the
military after September 11, 2001, 4.0% were women, and 11.0%
were 65 years or older. Their DCG-Index complexity score was
0.96. These findings contrast with those for the overall population
enrolled in primary care at VHA at the time: average age was 63
years and average DCG-Index complexity score was 0.66.
Use of clinical or social services
Patients  continuously  enrolled  in  care  for  at  least  1  year  (n  =
5,935) in 2014 averaged 3.4 clinic visits with their primary care
provider (PCP) and an additional 5.9 separate visits with other
members of the H-PACT team (eg, nurse case manager, social
worker, health technician) during the previous 12 months. They
also averaged 1.5 visits in a specialty clinic, and 82.2% were act-
ively receiving mental health and substance abuse services. By
comparison, patients in general VHA primary care clinics aver-
aged 1.8 PCP visits per year. More than 96% of patients enrolled
in an H-PACT  were concurrently receiving homeless program
services, including permanent supportive housing placement and
case management (a jointly run US Department of Housing and
Urban Development and VHA program that uses Section 8 hous-
ing coupled with VHA case management to place homeless veter-
ans in permanent housing with ongoing care management), trans-
itional housing support (grant and per diem housing), outreach
(Health Care to Homeless Veterans outreach teams), justice pro-
grams (veterans courts, veterans justice outreach) and vocational
assistance (Table 2).
Overall,   82%  of    H-PACT  sites  provided  hygiene  support
(showers, hygiene kits, and laundry assistance), 76% % provided
direct assistance for transportation, 55% % had a clothes pantry
on-site, and 42% % provided meals or other food assistance (eg,
food pantry,  assistance with food stamp applications,  cooking
classes for those recently housed). Additionally, 39% of H-PACTs
had peer mentors available on-site to assist with care navigation;
30% had vocational programs on-site, 27% processed benefits and
disability claims on site, and 21% provided on-site legal aid.
Pre–post 6-month enrollment in the use of acute
care service
From October 2013 through March 2014, 3,543 homeless veter-
ans enrolled in the H-PACT program (416-–733 per month). In the
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6 months before their enrollment, participating veterans had 3,022
ED visits and 812 hospitalizations. In the 6 months after enroll-
ment, they had 2,447 ED visits (19.0% reduction) and 530 hospit-
alizations (34.7% reduction). Since the program’s inception (54
months previously), the overall reduction in both ED use and hos-
pital admissions averaged 25%.
Overall 17 sites were found to be high performing, 9 sites were
mid performing, and 7 sites were low performing. Although sever-
al core elements and features of the H-PACT model had been im-
plemented to varying degrees throughout the sites studied, the as-
sociation of these elements and features with high performance
was limited (Table 3). High-performing sites were significantly
more likely than mid-performing or low-performing sites to track
housing status in the clinic notes (82.4% vs 42.9%; P = .05), have
more  than  50%  fulltime  equivalent  staffing  of  a  clinic  nurse
(88.2% vs 14.3%; P = .005) and primary care provider (82.4% vs
42.9%; P = .05), to have social services and supports embedded in
the clinic (transportation, 94.1% vs 28.6%, P = .008; to offer food
assistance on-site (64.7% vs 14.3%; P = .02); to have a clothes
pantry  (76.5% vs  28.6%;  P  = .03),  and to  participate  in  com-
munity events such as health screenings (82.4% vs 28.6%; P =
.01) or community outreach (94.1% vs 57.1%; P = .03).
Discussion
Incorporating social determinants of health into clinical care is one
approach to effectively engaging and managing the needs of vul-
nerable and disenfranchised patients (22). Evaluation of the H-
PACT program suggests that integration of social support services
and social determinants into a clinical care model for homeless
veterans can be effective in delivering comprehensive care. In our
study, social support interventions were grouped into 3 categories:
1) programming that addressed sustenance needs such as food se-
curity, hygiene, and clothing assistance that compete with the pa-
tient’s ability to prioritize health care needs and access health ser-
vices; 2) programming that facilitated physical, mental, and social
recovery and stabilization, such as housing assistance, legal aid,
and vocational training and assistance with disability claims; and
3)  programming that  facilitated getting treatment  by reducing
stigma,  hassle,  and  inconveniences  associated  with  obtaining
health care. The last category can include outreach to community
agencies; mobile medical teams; peer mentors; transportation; and
open-access, care-on-demand capacity. Taken together, they ad-
dress several health disparities and barriers to care that homeless
veterans face (13–15,23). Although the merits of all of these care
elements appear self-evident, we found that only increased nurs-
ing and primary care provider coverage, incorporating housing
status into clinic notes, on-site social support (eg, transportation,
food, clothing), and community events and outreach were signific-
ant. More study is needed both to validate these findings and bet-
ter understand from a patient perspective their impact on care en-
gagement and health outcomes.
The pre-enrollment and post-enrollment analyses showed substan-
tial reductions in acute care use in the 6 months after enrollment in
the H-PACT program. This type of analysis is subject to potential
regression-to-the-mean biases, because drops in acute care use
could be explained by recovery from an acute event and health sta-
bilization independent  of  the  program.  However,  previous  re-
search of enrollment in ambulatory care models often showed at
least an initial increase in acute care use post-enrollment, presum-
ably by removing barriers to access and addressing delayed or de-
ferred health care needs (19,24–26). Studies currently underway
using control-group comparison arms will be able to address the
relative role of a regression-to-the-mean bias more definitively.
In our study patients enrolled in H-PACTs reduced their acute care
use much faster than patients described in other reports. Other
studies of homeless interventions found that reductions often oc-
curred 6 to 12 months after people were enrolled in the program
(19,24,25).  We suggest that our findings are driven by 2 main
factors. First, having the capacity to address subacute needs on de-
mand  in  ambulatory  settings  is  critical.   Enhanced  access  to
primary, specialty, and mental health care and to case manage-
ment is consistent with the approach taken in the ambulatory-care–
intensive-care  unit  model  (20)  and  with  previous  research  on
newly enrolled homeless veterans (27). Second, integrating social
services and supports and housing resources and assistance into
the clinical model provides a holistic approach to patient care and
addresses underlying causes for much of acute care use. This find-
ing is also consistent with reductions in acute care use noted in
housing-first models where housing placement is not made contin-
gent on achieving sobriety or other threshold events.  (28,29).
Finally, developing and maintaining a homeless medical home
model such as H-PACT presents challenges and costs. The model
requires that leaders commit resources and understand that activit-
ies perceived as inefficiencies for clinics with high patient-visit
rates and relatively low enrollment caps are necessary for redu-
cing use of acute care. Sustaining the capacity to offer compre-
hensive care for those most in need, such as homeless veterans,
also requires active panel management of those patients enrolled
in the program, including the ability to advance patients to lower-
intensity care settings when they have stabilized in terms of clinic-
al, housing, and social needs.
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Our study has several limitations and strengths. The findings are
from 4 years’ experience with a national demonstration project
that consists of widely distributed care sites and settings. In con-
trast to single-site studies in more controlled settings, this study
assumes a naturalistic, observational approach that may be more
realistic when considering what is replicable and generalizable.
Although using administrative data from VHA electronic medical
records facilitates a comprehensive capture of demographic and
health care use data, these data do not allow us to comment on
care outside the VHA system. The parameters used for identifying
high-performing H-PACTs were narrowly defined and do not ad-
dress other equally important measures, such as housing stability,
satisfaction with health care, and chronic disease management,
which were considered elsewhere (17,23). We also did not control
for  patient-level  factors  beyond average DCG-Index intensity
scores when stratifying clinics, and further research is needed to
formally consider these designations. Additionally, as noted earli-
er, the use of pre-enrollment and post-enrollment data introduces a
potential regression-to-the-mean bias. Finally, our implementa-
tion survey data are subject to several biases, including a social de-
sirability bias, and further validation is needed to draw firm con-
clusions.
In summary,  findings from this pilot  project  suggest  that  high
levels  of  patient  engagement  in  health  care,  evidenced by en-
hanced use of health care and social services, were associated with
a population-tailored medical home approach for homeless veter-
ans. Critical elements associated with high-performing clinics are
the robust incorporation of social determinant programs into clin-
ical care delivery, dedicated staff time, and community integra-
tion.
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Tables
Table 1. Implementation Check List, Homeless Patient Aligned Care Team (H-PACT) Veterans Health Administration Clinics, Octo-
ber 2013–March 2014
Task Implementation Objective
Setting up the H-PACT team
Identify H-PACT team Enabling team building, duty delegation, development of communication strategies, and care
coordination across team members.
Skill development for team members Providing comprehensive and integrated care to the homeless veteran that is directed to both
clinical and housing objectives, which requires new skills and knowledge. Time should be
allocated for the H-PACT team to be a learning organization with full participation expected for
cyber seminars and other venues as appropriate.
Incorporating the team within your local facility
Homeless veterans identification and referral
process
Ensuring that homeless veterans most in need are referred to the H-PACT program and that
the H-PACT is integrated into the rest of the medical facility and with community agencies
interacting with homeless veterans.
Entry and exit criteria and process for H-PACT
enrollment
Having clear criteria for who is assigned to the H-PACT team and when they can be transferred
to a general population PACT. Criteria should be based on both homelessness and imminent
risk of becoming homeless (including those recently housed) and on clinical needs that are not
able to be addressed in a general population PACT. The team should have a process for
meeting regularly to discuss these criteria and how they apply to patients enrolled in the
program.
Integration, coordination with rest of medical
center/facility care sites
Developing local service agreements and other arrangements that detail how care will be
coordinated with the rest of the medical facility. Homeless veterans enrolled in the H-PACT
program will have care needs that extend beyond that care team and may also face challenges
navigating the system for that care.
Developing patient flow and clinical care processes
Develop a patient orientation/activation program Helping homeless veterans navigate the health care system, the H-PACT, and determining
what care needs should be addressed can prevent inappropriate ED use, deferring care, and
poor outcomes.
Access process: on-demand care and scheduled
and planned care
Modeling programs to remove scheduling obstacles that prevent homeless veterans from
keeping appointments. Programs should consider having 50% to 70% of all appointment slots
available for walk-in and a small percentage set aside for scheduled care; walk-in and
scheduled slots should be available for all team members, not only PCPs.
Clinic flow and patient flow Developing processes so veterans do not get lost in the system as they navigate H-PACT care
as well as referred care. Attention needs to be placed on wait times and competing demands
(eg, bus schedules, soup kitchen and shelter check-in times).
Competing sustenance needs Creating a one-stop model of care where multiple, often competing needs can be addressed to
reduce the likelihood that a veteran will have to choose between getting care and pursuing
other, more pressing needs.
Case management Coordinating multiple care needs both to ensure that veterans get all concurrent needs
addressed and that team members work efficiently and effectively together; having a
designated process for triaging and discussing cases within the team.
Homeless-tailored care strategy Conducting comprehensive assessments that incorporate intake assessment data and provide
a vehicle for task assignments and tracking. Care needs are multifaceted and cross many
disciplines.
Team meetings, huddles Having a process whereby each H-PACT meets either before or after a clinic session to discuss
patients seen (or to be seen) that day and to discuss care plans.
Community engagement Partnering with community agencies that provide housing and social services or interact with
Abbreviations: PACT, patient aligned care team; PCMM, patient care management module; ED, emergency department; PCP, primary care provider.
(continued on next page)
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(continued)
Table 1. Implementation Check List, Homeless Patient Aligned Care Team (H-PACT) Veterans Health Administration Clinics, Octo-
ber 2013–March 2014
Task Implementation Objective
homeless veterans outside of the clinic to allow the team 1) to better incorporate social
determinants of health into the clinical model, 2), to have more effective 2-way
communication, and 3) to better monitor the needs of homeless veterans outside of clinic
visits.
Templated notes, note titles Identifying and monitoring elements of care specific to homelessness in clinic notes. The use
of template notes helps ensure consistent collection and monitoring of this information (eg,
sheltering status, food security, safety, social networks).
Disease-specific management protocols (ie,
addiction, mental health, chronic disease)
Developing program-wide, population-specific best practices and clinical protocols associated
with improved clinical outcomes and more efficient health services use triggered by a specific
diagnosis.
Use-specific management protocols or
preventing ED use and for post-hospitalization
care
Population-specific best practices/clinical protocols associated with improved clinical
outcomes and more efficient health services use triggered by a specific health service
utilization pattern will need to be developed for program-wide implementation.
Emergency and crisis protocols (ie, potentially
violent or suicidal patient, inclement weather)
Developing scenario-specific care strategies and plans to assist clinic staff, improve clinical
outcomes, and create more efficient use of health services.
Monitoring outcomes
Use of performance measures and clinical
outcomes data
Identifying specific staff responsible for data retrieval and review, setting aside time in team
meetings to discuss them, and assigning responsibility for specific outcomes. Developing a
process of outcomes accountability is critical to H-PACT functioning.
Tracking care offsets Demonstrating any value-added capacity created by the H-PACT model.
Tracking housing status Demonstrating any value-added capacity created by the H-PACT model.
Abbreviations: PACT, patient aligned care team; PCMM, patient care management module; ED, emergency department; PCP, primary care provider.
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Table 2. Demographic Characteristics and Health Services Used by Homeless Veterans (N = 3,543) at 33 Homeless Patient
Aligned Care Team (H-PACT) Veterans Health Administration Clinics, October 2013 – March 2014
August 2014 Enrollment Data
Total number enrolled 14,088
Veterans of military service after September 11, 2001, % 8.8
Women, % 4.1
Aged >65 y, % 11.0
DCG intensity score, mean 0.95
No. of H-PACT PCP visits per patient, mean 3.4
No. of specialty care visits per patient, mean 1.5
No. of H-PACT visits (excluding PCP visits) per patient, mean 5.9
Patients receiving mental health/substance abuse treatment services, % 82.0
Patients enrolled in homeless programs, % 96.0
Pre-enrollment/post-enrollment change in ED use for homeless veterans enrolled from October 2013 through March 2014 (N =
3,543): pre-6 months H-PACT enrollment = 3,022 ED visits; post 6 months H-PACT enrollment = 2,447 ED visits, %
−19.0
Pre-enrollment/post-enrollment change in hospitalizations for homeless veterans enrolled from October 2013 through March 2014:
pre-6 months H-PACT enrollment = 812 hospitalizations; post-6 months H-PACT enrollment = 530 hospitalizations, %
−34.7
Abbreviations: DCG, diagnostic cost group; PCP, primary care provider; ED, emergency department
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Table 3. Characteristics of 33 Homeless Patient Aligned Care Team (H-PACT) Veterans Health Administration Clinics
Site-Specific Survey Dataa
High-Performing Site: >30%
Reduction in ED Use Pre-
Enrollment Versus Post-
Enrollment or >20%
Reduction in Hospitalizations
(n = 17), % (n)
Mid-Performing Site:
0%–30% Reduction in ED
Use Pre-Enrollment Versus
Post-Enrollment or 0%–20%
Reduction in Hospitalizations
(n = 9), % (n)
Low-Performing Site:
Increase in ED Use or
Hospitalizations Post-
enrollment
 (n = 7), % (n) P Valueb
Access
Available >20 hours/week 76.5 (13) 55.6 (5) 42.9 (3) .11
After-hours care/consult available 76.5 (13) 55.6 (5) 42.9 (3) .11
<14 days to access mental health
services
76.5 (13) 55.6 (5) 57.1 (4) .34
Multiple ways to access care 94.1 (16) 66.7 (6) 71.4 (5) .13
Team characteristics
>50 Full-time primary care
provider
82.4 (14) 44.4 (4) 42.9 (3) .05
>50 Full-time nursing 88.2 (15) 66.7 (6) 14.3 (1) .005
>50 Full-time social worker 70.6 (12) 66.7 (6) 28.6 (2) .06
Integrated homeless program staff 88.2 (15) 77.8 (7) 57.1 (4) .09
Care management
≥3 primary care visits/patient/
year
64.7 (11) (4.4 visits/patient) 77.8 (7) (5.3 visits/patient) 57.1 (4) (2.9 visits/patient) .73
≥1.5 specialty care visits /patient/
year
29.4 (5) (1.3 visits/patient) 44.4 (4) (1.6 visits/patient) 0 (0) (1.1 visits/patient) .11
Homeless-specific care
Clinical protocols
Post-ED/ Hospitalization 58.8 (10) 66.7 (6) 42.9 (3) .48
Disease-specific care 52.9 (9) 44.4 (4) 28.6 (2) .28
Housing integrated into care plan
Integrated clinical notes 94.1 (16) 88.9 (8) 71.4 (5) .13
Housing status tracking 82.4 (14) 66.7 (6) 42.9 (3) .05
On-site social supports
Transportation 94.1 (16) 77.8 (7) 28.6 (2) .008
Food 64.7 (11) 22.2 (2) 14.3 (1) .02
Clothes 76.5 (13) 33.3 (3) 28.6 (2) .03
Community integration
Abbreviation: ED, emergency department.
a Site-specific survey data were collected as part of the 2014 annual survey of H-PACT sites on care elements.
b We reported z test statistical values comparing the proportion of high-performing sites to low-performing sites that were implementing the targeted variable and
considered P ≤ .05 significant.
c Clinical outreach includes mobile medical teams and H-PACT care team visits to local shelters, housing programs, and community agencies.
d Community partnerships are formal and informal relationships with community-based organizations evidenced by scheduled joint meetings, shared care manage-
ment, as well as an established Memorandum of Understanding (MOU) with the agency.
e Community events include regional homeless veteran Stand Down events, health fairs, and other health-oriented events.
(continued on next page)
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Table 3. Characteristics of 33 Homeless Patient Aligned Care Team (H-PACT) Veterans Health Administration Clinics
Site-Specific Survey Dataa
High-Performing Site: >30%
Reduction in ED Use Pre-
Enrollment Versus Post-
Enrollment or >20%
Reduction in Hospitalizations
(n = 17), % (n)
Mid-Performing Site:
0%–30% Reduction in ED
Use Pre-Enrollment Versus
Post-Enrollment or 0%–20%
Reduction in Hospitalizations
(n = 9), % (n)
Low-Performing Site:
Increase in ED Use or
Hospitalizations Post-
enrollment
 (n = 7), % (n) P Valueb
Clinical outreachc 94.1 (16) 55.6 (5) 57.1 (4) .03
Community partnershipd 64.7 (11) 33.3 (3) 28.6 (2) .11
Host community eventse 82.4 (14) 77.8 (7) 28.6 (2) .01
Abbreviation: ED, emergency department.
a Site-specific survey data were collected as part of the 2014 annual survey of H-PACT sites on care elements.
b We reported z test statistical values comparing the proportion of high-performing sites to low-performing sites that were implementing the targeted variable and
considered P ≤ .05 significant.
c Clinical outreach includes mobile medical teams and H-PACT care team visits to local shelters, housing programs, and community agencies.
d Community partnerships are formal and informal relationships with community-based organizations evidenced by scheduled joint meetings, shared care manage-
ment, as well as an established Memorandum of Understanding (MOU) with the agency.
e Community events include regional homeless veteran Stand Down events, health fairs, and other health-oriented events.
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